situations where the process of producing certain outcomes (i.e., new ND drugs) is complex, where incomplete or imperfect information exists, and when said outcomes are uncertain. This is indeed true of most NDs, as their R&D pathway is long and unpredictable, with most investors and funding bodies realizing that there is no guaranteed return on investment. This is one reason why investment in PDPs is significantly skewed towards private philanthropic foundations (e.g., Bill and Melinda Gates Foundation) (Moran et al., 2005) , a partner that is often willing and able to carry a significant amount of risk and one that possesses the necessary technical expertise to alleviate a certain degree of uncertainty. Private sector participation in PDPs also stemmed from a growing emphasis on 'corporate social responsibility' and 'venture philanthropy', which created momentum for private actors to engage in practices traditionally considered the domain of the public sector, such as service delivery and the formation of partnerships. Thus, PDPs essentially answered the call for a more joined-up, collective approach between public and private actors in both developed and developing countries to govern product development and, more broadly, for providing global public goods for communicable disease control (Reich, 2000; WHO, 2007) . About 75% of ND drug projects are led by various PDPs, such as the Medicines for Malaria Venture (MMV), covering about 80% of NDs (Moran et al., 2005) .
Despite the growth in PDPs and the resources invested in their establishment, there has been minimal investigation of the actual governance of these partnerships. Rather, most of the existing literature and discourse has principally focused on two areas: (1) why and under what circumstances PDPs have been or should be established and (2) whether or not these partnerships are effective, in specific terms of bolstering the ND drug pipeline. The objective of this editorial is to address this gap by providing some initial conceptualizations on their governance, and concludes by maintaining that a theoretical and empirical approach is needed that views the PDP structure, actors, and broader contextual factors in interaction, in order to fully elucidate their governance.
The premise and arrangement of PDPs fit within the existing literature on a 'network society' (Castells, 2000) , where multi-stakeholder action toward shared objectives has emerged as a new paradigm for social and institutional organization. PDPs, as a form of networked governance, serve to reconfigure structural linkages and roles between public and private actors, eroding traditional sectoral barriers to collaboration and participation. A key tenet of networks is that they create more inclusive, flexible, and open processes for participation amongst partnership members and other stakeholders, whereby negotiation and persuasion serve as the main tools of governing (Benner et al., 2005; Risse, 2007) . This, in turn, helps to build trust and cooperation and bridge divergent interests within a given PDP, and facilitates adequate legitimacy and accountability both internal and external to the partnership (Reinicke and Deng, 2000; Witte et al., 2000) . Such processes also aid to establish political and social capital in the wider (global) public sphere by furthering transnational and trans-sectoral participation in ND drug development (Sorenson and Torfing, 2003; Benner et al., 2005; Dryzek and Niemeyer, 2006) .
Given their networked arrangement, how does governance proceed within PDPs and what elements or factors influence this process? Drawing upon insights from a wide body of literature, including neo-institutionalism, governmentality, and constructivism, one can begin to explicate how governance transpires in PDPs and what factors internal and external to the partnership shape this process.
Consistent with institutionalist premises (Scharpf, 1997; Kooiman, 2003) , the actor-structural arrangement of PDPs can be seen as defining the roles that actors play within networks as well as prescribing the issues discussed (e.g., which NDs or treatments are pursued) and how they are dealt with (Marsh and Smith, 2000) . This process is influenced by the different 'logics', power resources and interests, and symbolic or normative constructions held and promulgated by the various actors in the partnership. Over time, particularly in PDPs that are more formalized, these rules, norms, and practices of governance become institutionalized to guide actor behaviour within the network and effectuate the broader global health landscape (Marsh and Smith, 2000) .
Institutional logics within PDPs can be understood as 'sets' of material practices and symbolic constructions that constitute actor behaviour and, ultimately, partnership governance (Friedland and Alford, 1991) . While it is generally assumed that all actors in partnerships share common goals and interests, sufficient attention must be given to the fact that such governance arrangements create environments where competing logics collide, as different sectors relate to distinct areas of institutional life and interests. For example, in terms of the mode of governance for the PDP, the public sector logic would base governance practices on inputs, procedural rules, bureaucracy, and controls. Conversely, the private sector logic would support governance according to outputs and performance management. Such differences in logic would also be apparent with regards to the identity of the partnership, its source(s) of legitimacy, authority structure, and investment approach.
The role of logics in PDP governance is further complicated by the fact that such partnerships often bring together actors from Northern and Southern countries, who arguably share divergent practices and norms. For instance, while improved access to new ND drugs is surely an objective shared by both Northern and Southern partners, views and values around how this objective should be reached, for example, may differ greatly between these actors. Some (Halabi, 2004) have argued that the potential of global [health] governance structures to close traditional operational and participatory governance gaps, depends on whether the norms and principles underlying their practices benefit and are shared and supported by Southern partners and constituencies. While this conjecture holds significant merit, differences in the logics used in governing PDPs are not a problem per se, as conflicts are an inevitable feature of partnerships; they are only an issue if they are not dealt with effectively. What is important is that there is a process whereby all stakeholder problem assessments, approaches, and interests are heard and considered, even if divergent, via transparent debate and mediation (Benner et al., 2005) . The ability to meet this aim, however, would certainly be influenced by perceptions of legitimacy and accountability of individual partners and the overall governance structure, fairness of process, and diffusion of power.
To that end, the relative power position of each partner and the power dynamics between them act as a mediating influence on PDP governance. As argued by Barnett and Duvall (2005) and others (Brand, 2000; Buse and Harmer, 2004) , studies of global governance forms have been inattentive to the totality of power. This is somewhat surprising given that the inclusion of a plurality of actors in partnerships undoubtedly reshapes power relations, and that distributed governance forms, such as PDPs, are considered (in principal) a model of more complex and presumably sophisticated power-sharing. It is important that the normative problem-solving bias frequently attached to public-private partnerships does not obstruct a realistic view on power relations when assessing these governance forms.
The governmentality literature provides some insights and perhaps theoretical grounding into analyzing power in more detail and the mechanisms and reasoning involved in the governance processes of PDPs. As viewed through the governmentality lens, there are multiple forms of power in any governance arrangement, ranging from repressive to constitutive (Rose, 1999; Foucault, 2000; Bang, 2004) . While these concepts have been traditionally applied to government functions, it is feasible that PDPs, as well as other networked global governance structures, are forming and employing new 'governmentalities' for co-governance in global health. Such governmentalities encompass the principal loci of power and the technologies and rationalities employed in governing.
As maintained by Fraser (2003) and Bull et al. (2004) , the locus of power in globalized governance structures has shifted from the public realm toward being increasingly privatized. In the context of many global health partnerships, this has entailed erosion in the authority and responsibilities of traditional international health organizations, such as the World Health Organization (WHO), and an expansion of power to private bodies and, to some degree, civil society (Deacon et al., 2003; Kohlmorgen, 2006) . Consequently, the logics of private members assert a certain level of influence over the governance of the PDP, with regards to setting ND policies and research agendas, or establishing the norms and procedures of governance. This is especially true where resource-transfer defines much of the partnership, as is characteristic of most PDPs. Critics assert that this new governmentality of 'privatization' serves to enhance the power of the private sector at the expense of other critical voices and downgrades the role and political capital of governments, intergovernmental agencies, and civil society in governance (Martens, 2003 (Martens, , 2007 . This claim may hold some weight given the lack of representation of NGOs and affected communities on partnership governing boards (Buse and Harmer, 2007) and, what some may consider, a privileged position assumed by the private sector, especially foundations, in decisionmaking processes.
Amongst complex governance arrangements, however, one might question a 'zero-sum conception of power', where an increase in the power and influence of private actors equates to a simultaneous reduction in public power and authority. Sending and Neumann (2006) provide an alternative view that such changes are an expression of a different rationality or logic, where private actors (and other non-state actors, such as civil society) are redefined from a passive object of governance to be acted upon by the state into entities that are both an object and subject of governance. In this sense, by providing the seed finance and periodic capital contributions to support the establishment and maturation of the PDP, private actors, such as the Bates and Rockefeller foundations, have conferred a certain level of legitimacy and procedural authority on both themselves as partners and the overall partnership. This, in turn, has resulted in a high degree of agency for the private partners to formally and informally set the direction on the partnership and for the partnership to shape the broader field of ND governance. Such actions allow public actors, namely governments, to meet their own objectives for improved access to ND drugs.
As intimated above, an important consideration in examining the power dynamics of PDPs for ND is the role of developing countries in these partnerships. This is particularly important, as the structural arrangement of PDPs has the potential to offer Southern governments and organizations the opportunity to influence global health strategies and policies. Moreover, the prevailing discourse in this regard highlights the fact that such partnerships must look to their long-term sustainability and an ultimate redistribution of power and resources toward affected communities. Despite the inclusive conceptions of public-private partnerships, and networked governance more generally, in practice there has been minimal developing country engagement and involvement in PDPs. Although many clinical trials for new ND drugs take place locally, their respective decision makers are not often involved in substantiating research plans and in other realms of governance, and may not even be active partners (Buse, 2004; Tucker and Makgoba, 2008) . While the various reasons for the lack of representation of these key constituencies have been posited elsewhere (Widdus, 2003; Buse, 2004; Buse and Harmer, 2007) , a meaningful Southern role and influence is likely to be only realized in certain policy issues and in particular partnership arrangements, where powerful actors do not pursue, at least in the long-term, their own self-interests and allow for consideration of actors and institutions that do not adhere to their logics and interests (Kohlmorgen, 2006) . This is a real risk in networked governance forms, given their self-organization and hybrid nature, where divisions of power, accountability, and transparency are often unclear.
Certainly, such concerns between Northern and Southern actors also apply to the public-private actor nexus, where there are broader questions whether membership in such partnerships is simply a conduit for various actors to justify and maximize their own self-interested goals and mobilize action in support of these aims. For example, pharmaceutical companies may support and justify certain research agendas or policies put forth by the PDP in attempts to maximize profits or expand markets for ND. This would serve to not only attain particular interests, but also reproduce and maintain the dominant logics and approaches of the most powerful (Fidler, 2004; Brand, 2005; Risse, 2007) . A realistic assessment in the present context of global health partnerships probably lies somewhere between a critical and idealistic perspective, where the various actors neither serve as totally benevolent agents guided by altruism or selfinterested strategists attempting to maintain the status quo. Certainly, each sector has served as positive agents of change for ND, especially in collaboration, and has functioned as 'political entrepreneurs' (Keohane, 2001) , with both the capacity and the incentives to invest in PDPs. This, of course, has not transpired without power and the pursuit of self-interested aims, and there has very likely been a focus on efficiency and effectiveness over equitable representation and deliberation.
Beyond the locus of power, it has been suggested that networked governance may employ different sources of power. In addition to traditional instruments of power, including resource and expertise transfer, perhaps more subtle, indirect forms also operate on and through these governance structures (Miller and Rose, 1992; Bang et al., 2000) . Studies of these indirect forms of power have not been prominent, although various aspects have been addressed, such as information, knowledge, trust, and discursive processes. For example, information can serve as a tool to constrain and replace traditional means of exercising power. In this way, less powerful actors in a partnership may be able to mobilize external pressure and position against particular partners to shape their actions through the issuance of publicly available reports and use of the global media. While these alternative power mechanisms may be increasingly used in global partnerships, they are not likely to assume a key role in PDPs, as this particular partnership model to date relies heavily on traditional instruments, such as resource transfer and drug R&D expertise. Moreover, the lack of Southern actor involvement probably hinders the introduction of alternative forms of power. For example, without meaningful involvement, Southern actors lack the ability to exert pressure (often via discursive processes) on Northern governments and private actors to intensify their efforts in improving the ND situation in their countries (Kohlmorgen, 2006) .
Finally, the dynamics of PDP governance also reflect the broader political, economics, and ideological environment within which they operate. Such context favours certain strategies over others and, therefore, influences actors' and the partnership's ability to realize their objectives (Hays, 2002) . Accordingly, respective actor and partnership strategies are modified, as are sometimes their underlying logics and interests, as it becomes apparent what is and is not feasible within a given context. This is a dynamic process, however, where actors also influence the broader context over time through assigning it meaning and via their actions. For example, the need to address NDs created a context where public-private collaboration was supported in the broader global health community and beyond, with significant discourse about its win-win offerings for all actors and a new paradigm for drug development activities (Trouiller et al., 2002) . The fact that this approach was so positively positioned and reinforced by an influx of new PDPs presumably furthered the privatization of this governance arrangement and, in terms of other public-private partnerships, legitimized market logics and approaches as an organizing principle in global health governance and development. Perhaps this helps explain why public investment and direct government involvement in PDP activities has been minimal.
To conclude, while the PDP governance model offers significant benefits, there are also potential pitfalls associated with its structure, organization, and operationalization that should be taken into account and further examined. While 'public-private partnership' carries a positive, collaborative connotation, these are complex structures that do not operate sans power, politics, and divergent agendas. In relation, the term does not necessary accurately reflect who is represented and to what extent, as in the case of Southern actors. These partnerships have brought some tangible benefits, with new ND drugs on the market (e.g., MMV-Novartis Paediatric Coartem) or near registration; however, a focus on their technical effectiveness depoliticizes what is essentially a highly political process. To be sure, public-private partnerships highlight the complexities of global governance, such as balancing inclusiveness with efficiency, deliberation with transparency, and representation and direct participation. In practice, this model would perhaps work more effectively with greater theoretical and empiricalgrounding applied to its governance. While this editorial introduces some initial conceptions on PDP governance, the lens of inquiry should more systematically and robustly examine its actors, governance processes, and context in dynamic interaction. To achieve what Giddens (1990) deemed 'utopian realism', more extensive multi-disciplinary analysis is required to accurately assess the dynamics underlying PDPs, and how such a model can be improved to lend greater legitimacy, meaningful representation, and sustainability to global health governance, and, ultimately, to further progress towards eliminating NDs.
